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CHAPTER I
INTRODUCTION
Purpose of the Study-
People become patients in mental hospitals because of
a failure to adjust, in one way or another, in the outside
world. A key to the understanding of mental illness, there-
fore, may lie in an examination of a patient’s previous abil-
ity to adjust to the environment in which he found himself.
In all situations, two factors operate simultaneously, the
person and the setting. Neither of these is static; both are,
more or less, in a state of constant flux, and they cannot be
studied as isolated factors, but as interacting forces. This
problem of investigating adjustment is a complex one, which
becomes more Involved when a further step, that of evaluating
the adjustment is added.
In a mental hospital, the social worker contributes to
this examination and evaluation -of a patient's former adjust-
ment by securing social history information. The social worker1
records this data in a descriptive essay, from whose pages
emerges, as accurately reconstructed as possible, the pre-
psychotic or' "normal 11 personality of the patient and the en-
vironmental stresses to which he was exposed and to which he
reacted from birth onwards. The individual’s assets and lia-
bilities are seen in the process of development. From attend-
ing to these, the psychiatrist is better able to understand
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the nature of the disease process, to diagnose, to plan for
treatment
,
and to prognosticate as to the eventual outcome .
The social worker is better able to appreciate the possibili-
ties and limitations of the human material he will be working
with, when assisting* in a program of rehabilitation of tne
pat lent
.
Because of the difficulties inherent in an investigation
of complex personality structure and related etiological fac-
tors, attempts are constantly being made to simplify and ob-
jectify this process. Such an attempt is made in this study
in which social histories of three groups of patients are ex-
amined. It is hoped that the answers to the following ques-
tions will oe found:
1. What Is the role that the social setting has played
In accentuating the vulnerability of a type of person-
ality to the development of a particular disease?
2. Are there special aspects in each group indicative
of specific problems with which the social worker would
have to deal?
3. Can social history information be expressed in quan-
titative. rather than purely descriptive terms?
..
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3cope and Sources of Data
Thirty male patients will be studied who have been diag-
nosed Schizophrenia, Manic Depressive, and Psychoneurosis, ten
in each category. The Schizophrenics and Manic Depressives
were patients at the Worcester State Hospital, the Psycho-
neurotics at the Worcester City Hospital Psychosomatic Clinic.
The selection of the cases was based on the availability of
the social history information.
The social histories were obtained by social workers at
the Worcester State Hospital and the Worcester City Hospital
Psychosomatic Clinic, with the exception of two cases in which
they were obtained by the writer.
Sources of information included personal interviews with
the patient, relatives, friends, teachers, employers, clergy-
men, other social agencies, school and court records. The
questionable validity of some of this information was offset
to some degree by the variety of sources from which it was
secured.
The histories emphasized family background, developmen-
tal history, social milieu, personality, and any other fac-
tors which seemed to be directly related to the onset of the
patient’s illness. In most cases no special emphasis was
placed on the various component factors of personality which
will be emphasized in this study and therefore the writer had
to infer many of these factors from more general description.
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This point will be discussed later in more detail, in evalua-
ting the validity of the material used for this study.* This
raises the question of the availability of more detailed data
and methods of obtaining it, which will also be discussed later
in the study.
*See p. 11 .
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Method of Procedure
The social histories (See Appendix A. ) were analyzed to
determine the pre-morbid personality profile of the individual
as expressed on the Rating Scale. (See Appendix n. / This was
done by classifying all the data available concerning each
function on the scale as to sources. (See Appendix C. ) On
this basis a final evaluation for each function was obtained.
The final evaluations were then entered on the Rating-
Scale (See Appendix D. ) by placing dots at the determined
points. The line connecting these points became the pre-mor-
bld personality profile.
The resultant profiles were then classified into three
diagnostic categories. The average profile was obtained for
each group to see if there were any trends which would tend to
indicate differences between the groups.
One case in each group was presented as representative.
The choice of cases was limited to those patients who were
still in treatment at the Worcester State Hospital or the Psy-
chosomatic Clinic, as the psychiatrists' ratings of the morbid
personality could only be secured on individuals who were sick
at the time this study was being made. In the Manic-Depres-
sive and Psychoneurotic groups, there was only one patient in
each group still in treatment. In the Schizophrenic group,
there were five patients in the hospital, but of these, four
patients were well along the road to recovery when the data
.*
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for this study was being gathered. Therefore, the choice of
the three representative cases was arbitrarily determined by
external factors.
The social histories in each of the three representative
cases were analyzed to determine the important factors in the
social setting, and the possible impact of these factors on
the original personality making the individual more suscep-
tible to a disease process.
The pre—morbid personality profile established for the
group as a whole was compared with the pre—morbid personality
of the individual case, and also with the pathological pro-
file of that case, to see what
,
if any, the trends seem to be.
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The History of the Psychiatric Rating Scale
The social service department in a mental hospital is one
of many departments working toward the diagnosis, treatment,
and cure of mental disorders. The social worker, psychiatrist,
and psychologist form the clinical team, hut they could not
carry out their duties without the help of the nursing staff,
the occupational therapists, and other hospital personnel.
On the Research Service of the Worcester State Hospital
this multi-dimensional approach is recognized and utilized in
the study of psychopathology. One problem with which the Re-
search Staff is concerned at present is the development of
uniform standards of measurement which will make possible ade-
quate correlations of material secured from the different de-
partments. Up until now biological and physiological labora-
tory findings only have been expressed, in terms which per-
mitted quantitative evaluations. Social workers and psychia-
trists have been using the essay form to describe the patient
as a whole, and. this type of recording did. not lend itself to
accurate quantitative correlations.
Two years ago the psychiatrists on the Research 3ervice
devised a Psychiatric Rating Scale which they hoped would make
possible the correlation of clinical and laboratory data. A
number of functions which seemed relevant to personality dis-
turbance and. which could be observed, to vary in degree were
selected from the total clinical picture to comprise the items
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on the scale. The rating scale was not intended to replace
the descriptions which were being used to show the whole pic-
ture of the disturbance. Instead certain functions were iso-
lated which represented measurable aspects of the personality
and which could be used to indicate the severity of the dis-
turbance
.
During the past year the psychiatrists have been test-
ing, revising, and improving the scale which at present is
made up of twenty-two items. These are items which can be
observed and equated equally by independent observers and in
which the amount of deviation from the normal is meaningful
in relation to the seriousness of the mental illness. From
the observations of ward personnel and from direct observa-
tion of behavior and communication with the patient, the psy-
chiatrist obtains the information necessary to make a quanti-
tative rating which represents the degree of psychopathy in a
patient at a given time.
In the original scale the deviations in the functions
were measured against a hypothetical normal or average per-
son. It soon became obvious that an adequate baseline could
only be an individualized one, a patient's deviation meaning-
ful only in relation to his own "normal".
T
.iThen we consider the fact that mental dis-
turbances frequently develop in people who even
before the onset of their illness showed some
peculiarity of behavior, it was obvious that a
rigid standard could not be utilized since our
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evaluation of whether the patient's behavior was
approaching a normal level could be determined
only by comparing it with his own original be-
havior. -1
This individualized base line has to be drawn up on the
basis of history information regarding the patient's pre-mor-
bid personality as manifested in his particular social milieu.
An important part of the social worker's function in an or-
ganization like this is the obtaining of the social history
Information, but so far mainly at a generalized descriptive
level.
The clinical staff feels that, as part of this research
project, it is of the utmost Importance for the social service
department to determine from a series of cases for which social
histories were obtained, if it is practical and feasible to
apply such information to form the base line on the Psychia-
tric Rating Scale.
Here again the scale is by no means an attempt to replace
the descriptions in the social history, because we do not re-
cognize a person from a set of characteristics, but from the
interplay of many personality factors and circumstances and
the resultant "Gestalt" which makes him an individual.
For the purposes of the Psychiatric Rating Scale, the
social worker would try to establish the base line, or the
^William Malamud, M. D.
,
and Sidney L. Sands, M. D.
,
"A Revision of the Psychiatric Rating Scale", The American
Journal of Psychiatry
.
104:231, October, 1947.
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personality profile of the patient as he was before the onset
of the illness. From studying this profile the social worker
oould hope to gain better insight into the assets and liabili-
ties with which she would later have to work in planning for
rehabilitation. The social worker would be assisting the psy-
chiatrist in that he would have a more reliable base line
against which to note deviations and could make a more ac-
curate evaluation of the degree of pathology and the varia-
tions in degree in response to treatment. This would be of
value in deciding when the patient was ready for rehabilita-
tion outside the hospital, and could serve the social worker
as a cue to begin active programing.
..
.
CHAPTER 2
PRESENTATION AND ANALYSIS OF DATA
CRITERIA FOR CLASSIFICATION
Sources' of Social History Information
The social histories of the patients were analyzed to
determine the pre-morbid personality profile of the indi-
vidual as expressed, on the Rating Scale. For the Manic-De-
pressive and Schizophrenic groups, hospital patients, there
was an average of ten sources of information. The Psycho-
neurotic group, clinic patients, averaged only three inf or-
mants per social history "because of lack of time for more
intensive study. The same social workers staff both hos-
pital and clinic, however. they work at the clinic only one
afternoon and evening per week. In all three categories,
the patient, himself, was a source of information, with the
exception of some cases in the Manic-Depressive and Schizo-
phrenic groups in which the patient was too sick to give re-
liable information when interviewed at the time the data was
being gathered.
The validity of the data in the Manic-Depressive and
Schizophrenic groups would tend to be greater than that of the
Psychoneurotic group because of the greater number of sources
tapped. This makes possible better cross checking of facts
and opinions and gives a clearer picture of the different
*
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social "roles"- assumed by the individual and would increase
the reliability of the final evaluation of a personality char-
acteristic based on this inf ormation.
^"roles’ 1 used here is meant to be the psychosocial
modifications of a personality pattern wrought by the cul-
tural milieu.
;* 5
.
Descriptive Information into Ratings
In examining the social histories, most of which had not
been gathered with the Psychiatric Rating Scale in mind, it
was apparent that there were no specific statements in the
history for rating some of the functions. Information con-
cerning Motor Activity, Aggressiveness, Socialization, Work,
and Sexuality was available in all cases. Speech, Sleep, and
Nutrition were discussed. Insofar as this ;\rriter could d.eter-
mine, only if there was some disturbance in these areas. In
many histories, therefore, there were no comments on these
three functions, and in these instances they were given a rat-
ing of zero, on the assumption that they fell within the "nor-
mal " range
.
On the remaining fourteen functions on the Rating Scale,
there were some direct comments in the histories, but for the
most part, the final evaluations were the result of inference
based on information concerning the individual's behavior, his
quoted statements, lay comments which could be interpreted
into the more precise terms of the Rating Scale, and in addi-
tion, consultation with the social worker who had. handled the
case. For example, a statement to the effect that the indi-
vidual appeared "dreamy" most of the time, would be inter-
preted as "detached" in relation to the function Attention.
"He never forgot a face" would be replaced by the term "de-
tailed" in relation of Memory. If in the record there were
.«
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many occasions in which the person was easily offended by cri-
tism or the casual comments of good friends, etc., he would be
rated hypersensitive in regard to Feeling. The social workers
who had secured the social histories were able to make de-
finite statements about many of the functions, e.g. Appear-
ance, Mimetic Expression, etc., but had net included these in
the writing up of the histories. Ratings for Awareness, Asso-
ciations, Thought Processes, Insight, Mood, Perception, Affect,
Subjective Peorganizat ion, and Responsivity were similarly
secured.
Ratings Compared
Eecause of the subjective elements introduced in this
rating process, the social histories of the ten patients in
the Manic-Depressive group and the ten patients in the Schizo-
phrenic group were rated by the writer and a psychiatric case
work supervisor independently to compare the accuracy of the
final evaluations. On the basis of the arithmetic avera.ge of
the ten cases, two average profiles for each of the two groups
were drawn up as a result of the independent ratings. (See
Figures 1 and 2, pp.l6, 17.)
The trends shown in the average profiles of both workers
were similar for most functions, and in those in which the
trends were opposing, after discussion of the individual cases
which made up the group, it was recognized that the disparity
was due to the Inexperience of the writer. The ratings used
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In the remainder of this study were adjusted on this basis.
The Manic-Depressive histories revealed varying and di-
verse trends, at different times, in relation to one function.
It was more difficult to pick out the predominant trend in
these cases, than in the Schizophrenic group x^rhere the under-
lying motif was more clearly outlined.
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tuo independent ratings cf tke schizophrenic group
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DISCUSSION OF GROUP PROFILES
The ratings of the ten cases in each group were arith-
metically averaged to obtain a group profile for comparison
purposes. This average profile is admittedly an artificial
profile. Figures 3., and 5-° respectively show the scat-
tering of the ten cases in the Manic-Depressive, Schizophrenic
and Psychoneurotic groups against the average profile of the
group
.
A comparison of the average profiles of the Manic-Depres-
sive, Schizophrenic, and Psychoneurotic groups shows certain
differentiating trends, however the limited number of cases
stud.ied precludes any definite conclusions and no attempt was
made at statistical correlations. Differences between the
trends were arbitrarily considered possibly significant, if
a difference of one unit or more existed between profiles.
(See Figure 6, p. 22.
)
In Appearance, the trend for all three groups seems to be
i
toward neatness, being accentuated in the Manic-Depressives,
but not significantly so. In Motor Activity, the Manic-De-
pressive's activity varies significantly from the Schizo-
phrenic's quietness. The Psychoneurotics show least variance
from the "normal” on the quiet side. There is a significant
difference in Mimetic Expression with the Manic-Depressives
~3ee pages 19, 2D, 21.
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FIGURE 3.
SCATTER GRAPH WITH ARITHMETIC AVERAGE PRCFIL!
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SCATTER GRAPH UITH ARITHMETIC AVERAGE PROFILE
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SCATTER GRAPH WITH ARITHMETIC AVERAGE PROFILE
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FIGURE 6.
PREMOREID PERSONALITY PROFILES OF THE
THREE DIAGNOSTIC CATEGORIES
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being slightly animated and the Schizophrenics and Psycho-
neurotics being restrained, the latter to a lesser degree.
The three groups vary little from the '’normal” in Responsiv-
ity. The Schizophrenics differ the most on the flexible side,
the Manic-Depressives and Psychoneurot ics being somewhat rigid.
A difference occurs in Aggressiveness between the dominating
Manic-Depressives and the self-effacing Schizophrenics and
Psychoneurotics, the latter staying close to the "normal”.
A similar difference is evident in Socialization with the Man- I
ic-Depressives extraverted., the Psychoneurotics slightly so,
and the Schizophrenics introverted. There is little differ-
ence between the groups on Nutrition, the Schizophrenics being
somewhat finicky. Sexuality finds all three groups close to-
gether indicating a common trend toward sexual underactivity.
The three groups converge close to "normal" in Sleep. Work
shows a difference between the eager Manic-Depressives and the
slightly indifferent Psychoneurotics. The Schizophrenics show
eagerness, but to a lesser degree than the Manic-Depressives.
A significant difference seems to exist in Attention and.
Awareness. The Manic-Depressives are alert and diffuse, the
Schizophrenics end Psychoneurotics are detached and restricted,
In Speech, the voluble Manic-Depressives vary significantly
from the terse Schizophrenics and the Psychoneurotics who tend,
slightly toward terseness. All three groups lean toward con-
ciseness in Associations, the Schizophrenics especially so.
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A difference exists in Mood in that the Manic-Depressives are
optimistic, and both Schizophrenics and Psychoneurotics are
pessimistic. Affect shows a similar difference between the
demonstrative Manic-Depressives and the reserved Schizophren-
ics. The Psychoneurotics vary slightly toward the reserved.
The three groups tend toward hyper-sensitivity in Feeling,
the Manic-Depressives and Psychoneurotics a little more in-
tensely than the Schizophrenics
.
The Manic-Depressives ex-
teroceptlvcness differs significantly from the Schizophrenics
Interoceptiveness, and the Psychoneurotics tendency toward
self-observation in relation to Perception. Thought Pro-
cesses finds the Schizophrenics within the “normal 11 range, but
the Manic-Depressives and Psychoneurotics differ significantly
in criticalness. All three groups in Subjective Reorganiza-
tion are introspective, but the Psychoneurotic borders signi-
ficantly on feelings of inferiority. In Memory, the Schizo-
phrenic and particularly the Manic-Depressive are detailed
and differ from the slightly generalized memory of the Psycho-
neurotic. In Insight, the Manic-Depressive tends to under-
estimate and the Schizophrenic to overevaluate. The Psycho-
neurotic shows a significant variation from both of these in
the direction of overevaluation.
The left hand side of the Rating Scale was made up, in
general, to allow for indications of a personality in which
the forces seem to come from within and are extended or drawn
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outward. This may he referred to as the centrifugal side of
the scale. The right hand side of the Rating Scale was com-
posed to permit representation of a personality in which the
Impulses seem to he directed or drawn in toward the center.
This may he referred to as the centripetal side of the scale.
In comparing the three group profiles (Figure 6 . ) it is
evident that, in general, the Manic-Depressives tend toward the
centrifugal side of the Rating Scale, and the Schizophrenics
and Fsychoneurotics toward the centripetal side. These trends
are in agreement with generally accepted ideas concerning the
pre-morhid personalities in these diagnostic categories.
From the standpoint of dispositional traits and
personality markings the Manic-Depressive is ir. his
pre -psychotic make-up more commonly an extrovert. ...
Predominantly, extroverts are sociable, energetic,
bright and^cheerful with a strong tendency to go in-
to action,-'
All the adjectives used to describe the Manic-Depressive
in the above statement would be found on the left hand or cen-
trifugal side of the Rating Scale.
Instead of a direct frontal attack upon the prob-
lems of life or more or less satisfactory compromises,
an habitual resort to day dreaming compensations con-
cerning work, sex, competition, etc. evasions of the
realities of life ... are prominent in the social mai-
adaptations and life histories of the /Schizophrenic/
patient.*4
^Edward A. Stre eke r and Franklin C-. Ebaugh, Practical
Clinical Psychiatry* p. J.06.
4Ibid., p. 3S3.
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The type of individual who, under adequate
stress, most frequently develops a schizophrenic
reaction is the so-called ’’shut-in" person. These
people are disinclined to seek other individuals;
they are had mixers; when they do make friends,
they do not form intimate or close friendships.
5
The personalities ascribed to the pre-morbid. make-up of
the Schizophrenic in the above statements could be found to
fall on the right hand or centripetal side of the Rating Scale.
The Psychoneurotic pre-morbid personality is more diffi-
cult to define because of the great variety of traits and
symptoms that exist in that broad classif ics-tion. However,
in the literature the statements made concerning Psycnoneuro-
tics, such as: "inability to enjoy social relations, lack of
initiative and ambition, difficulties in concentration, feel-
ings of inferiority, conversion of emotional stress into so-
matic symptom"*' would place the Psychoneurotic on the centri- .
petal side of the Rating Scale.
5a. H. Maslow and Bela Mlttelmann, Principles of Ab -
normal Psychology, p. 471.
^Edward Weiss and 0. Spurgeon English, Psychosomatic
Medicine
. pp. 32, 42.
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CHAPTER 3.
PRESENTATION AND ANALYSIS CF DaT^ (Continued)
CASE PRESENTATION AND DISCUSSION
Manic-Depressive
T. S. is a thirty-one year old white male, the oldest of
three siblings. The family background is French- Canadian.
The father deserted the family because of the wife's- "wild
behavior" when the children were small. Three years after
this the mother also deserted, and the children became wards
of the State.
The father remarried some years later. He is a success-
ful business man and seems to have made a good adjustment. He
had no contact with T. S. until the boy was twenty-nine years
old.
When the mother deserted the children, she left town and
started running a rooming house in a poor section of a city.
Charges have been made that she conducts an immoral house, and
she has been arrested on several occasions for drinking and
immoral behavior. She is reported as "having a violent tem-
per, being quarrelsome, speaking harshly and profanely1!,
T. S. ' birth and early development were apparently nor-
mal. His early childhood was characterized by- great instabil-
ity, culminating in the breaking up of the home and his be com-
ing a state ward at the age of ten. He had been neglected by
his mother, often being left to care for himself and his two
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sisters for days at a time. Men frequented the house and
there was much drinking.
Ke was placed in cne foster home after another, because
of his ability to work and earn his own board. This leu to
his being sent from one town to another, as well as from one
home to another. Ke gave the impression of being capable,
dependable, good, and. adjusted easily to the different place-
ments. He attended a variety of schools and, was considered a
good student in all of them. Ke was graduated from high school
at the age of twenty-one, because of losing time through his
many changes of s jiioGx* He was well liked by teachers and
fellow students.
T. S. comes from a Catholic background, but has evolved
a religion of his own, not strictly related to any church,
about which he is quite serious. He made his own way pretty
much from childhood. He was able, hardworking, and ambitious.
After graduation from high school, he became a mill worker and
went to live with his mother.
As a child. T. S. centered most of his love on the next
younrer sister, and before they were placed in foster homes
he was extremely protective and devoted to her. He carried
this feeling into adulthood. This sister had a child out of
wedlock and later married the man who acknowledged paternity.
The husband was brutal to her, drinking, beating and neglect-
ing her. She died suddenly of pneumonia when T. S was twenty-
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nine years of age. He was extremely upset by her death, and
hated the brother-in-law whom he considered responsible.
The younger sister is married and seems to be getting
along well. T. 5. has only a casual interest in her, feeling
that she is much like the mother in regard to loose behavior.
T. S. showed little interest in girls with the exception
of his sister. His relationship to her was characterized by
an intense devotion which was described as an ''almost unnatur-
al love” by a social worker who knew the family. It was after
the death of this sister that he went to live with his father
whom he had not seen in nineteen years. Some personality dif-
ficulties became apparent, but he got along fairly well for
two years. He developed mental symptoms two months after in-
duction into the Army. Following this he was hospitalized with
the diagnosis, Manic Depressive, Manic.
T. 3. ' pre-morbid personality pattern is similar to the
average profile of the Manic-Depressive group. (See Figure 7,
P. 31 ,) There is no one-to-one agreement, however it must be
remembered that the average is a composite of ten cases, a
hypothetical profile, and that the text book example is rarely
found in life. The predominant trend in T. S.
'
preraorbid pro-
file is toward the centrifugal, outreaching side of the scale.
Three functions fall within the "normal” limits, and only three
functions are on the centripetal side of the scale.
There was marked instability in T. 3 . ’ early environment.
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The home and children were neglected creating a situation in
which T. S. assumed responsibility beyond his years, in caring
for himself and his two sisters. T. 5. ' need for love was an-
swered, in part, by his sister's affection. The need for
security, with its implications of dependency, was not grati-
fied. The parents' behavior, very possibly, confused, fright-
ened, angered, and shamed the children. T. S. reacted by
actively trying to compensate for the lacks in the home.
After desertion by the parents and being placed in a fos-
ter heme, T. 3. continued to be practically self-sufficient.
His efforts in this direction met with praise, and indirectly
led to his being shifted from "free home" tc "free home",
wherever a worker was needed. He was confronted with a variety
of home, work, and school adjustments from the age of ten
through twenty-one
.
His ability to get along, work hard, get
good grades in school, and make friends was commented upon by
the social workers who knew him during this period.
'
He seemed to stay in no place long enough to establish a
warm and sustaining relationship with another per^^u. His
achievements, which were recognized by foster parents, social
workers, teachers, and school mates, brought him some satis-
faction, but could not gratify his deep-seated dependency needs
,
These come tc the surface in his actions at the age of twenty-
one when he returns to the home of his mother whom he professed
to despise, and his seeking out his father after his sister's
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death when he was twenty-nine.
This demanding, shifting, painful, but somewhat gratify-
ing social setting seems to have reinforced his natural ten-
dency to act out and to focus on external affairs. The stimu-
lation of the environment was constant, and he had little time I
to catch his breath, so to speak. Contrasting his pre-morbid
and morbid profiles, this tendency toward being drawn out of
himself seems to be accentuated in his psychosis. Only four-
functions are rated on the centripetal side of the scale in
the morbid profile. Psychosis represents a flight from the
reality, and it would seem that this individual esce^ed along
the path that was most natural for him.
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Schizophrenia
D. G. is a twenty-two year old white male, the fifth of
eight siblings. The cultural background is Irish-Catholic,
and the family seems to be a middle class one in which the
parents have struggled to get along, and the father has been
determined to improve the family status through the children.
The father came to this country from Ireland at the age
of twenty-four. He worked in a factory at first, and later
became a policeman. He is described as aggressive and very
domineering, being Irritable and difficult to live with,
has been ambitious for his family and worked hard to provide
them with a good education so that they might secure better
jobs than he has.
The mother came to this country from Ireland at the age
of twenty-one. She worked as a domestic until her marriage at
the age of twenty-six. She is rather quiet, but not passive,
and devoted to her family. There has been much quarreling be-
tween the parents, as the mother resisted the father's domina-
tion.
Most of the siblings give the impression of energy, vi-
tality, and aggressiveness. Both brothers and sisters have
attended or are attending college. Those employed are suc-
cessful business and. professional people. D. C. r s personality
has always been in marked contrast to that of his siblings.
He is also physically smaller and more delicate appearing than
(.
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they are.
The hirth and early development of D. C. were normal. He
had no unusual Illnesses or accidents, except for difficulty
with his eyes after he began school, which necessitated his
wearing glasses. He seemed altogether different from hie sib-
lings right from the start. He was easier to wean and toilet
train and was much less bother to the mother. She describes
him as good natured, patient, sweet, and devoted to her. D. C.
seems to have been babied and over-protected by his mother,
who may have invested a great deal of affection in him, which
she was not able to feel toward the more aggressive members of
the family. His siblings took advantage of his "good nature”
by wearing his clothing and using anything of his they wished.
He never objected, in contrast to them who were ready to fight
if anyone touched their possessions. He was considered "moth-
er's boy" by the rest of the family. The father did not seem
to understand him and was impatient when he failed to live up
to the father's standards.
He started to school at the age of five and attended paro-
chial school until he was graduated from high school at the age
l
of seventeen. He was the only sibling who did not attend city
high school. The rest broke away from parochial school after
the eighth grade. His scholastic average was high. Hie high-
est grade was consistently in Religion. His ability was out-
standing also in foreign languages and literature. He was very
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quiet, "serious minded", keeping to himself most of the time.
He seldom entered into activities and was always "on the edge
of things". D. C. *s brother, two years his senior, was in the
same class throughout the first eight grades. The brother was
over-protective to the point of taking D. C. 1 s part in recita-
tions, and completely over-shadowing him, being of a dominant
and aggressive nature. The school advised the family to place
the brothers in different schools, but the family seemed to
feel that D. C. needed his brother's help to get along. D. C.
went to college for one year, but left then as he was failing
in all his subjects.
D. C. always took his Catholic religion very seriously.
At thirteen he had some difficulties over masturbation which
he discussed with the priests. He reacted strongly when told
of the sin he was committing. He never went out with girls or
appeared interested in them.
During his high school days, he began to work after school
in a grocery store. He was quiet, well behaved, ambitious, and
eager to earn money. He worked diligently and kept to him-
self. He had always been shy, quiet, cooperative, conscien-
tious, and. was willing to subordinate himself to the wishes of
others
.
He was drafted into the Army, and after two months was
discharged to his family. He refused to leave the house or
see anyone. He prayed constantly and was preoccupied with
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masturbation about which he had many delusions and halluclna-
tions. He was then hospitalized, and was diagnosed, Schizo-
phrenia, Other Types.
0. C.'s pre-morbid personality pattern is similar to the
average profile of the Schizophrenic group, although it is
more exaggerated, (See Figure 8, p. 32) The dominant ten-
dency in D. C.'s pre-morbid profile is in the direction of the
centripetal side of the scale. One function is within "normal"
limits, and four are on the centrifugal side of the scale.
From early childhood, D. C. seemed different from his
siblings, in both body build and personality, and he was
treated differently from them. He was over-protected by his
mother and his siblings, although the latter often took ad.-
vantage of his good nature. The family made no attempt tc
change his lack of emotional response tc frustrations, his
quietness, goodness, and willingness to go along with whatever 1
they wished. His mother, particularly, was pleased with his
behavior in contrast to that of his brothers and sisters, and
.
she encouraged its perpetuation.
He had few friends outside the family group. The other
children were successful in play and dominated activities to
the extent of overwhelming him. He was not expected to make
a contribution tc social activities. Even at school the famil
in the form of his brother, stood between D. C. and life's de-
mands. He attained recognition through academic achievements
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FIGURE 8.
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In school, especially in subjects involving memory. He ex-
celled in religion and foreign languages, and was encouraged in
these interests, and indirectly in his inclination to think
rather than to act.
His confusion about sexual activities was not lessened
after discussion with the priests. He was made to feel that
masturbation was a terrible sin, and yet was noi e-iven ade-
quate help in how to handle his impulses. The knowledge that
he was doing something sinful may have kept D. C. from dis-
cuss Inc his feelings with anyone else, with the result that
the confusion and anxiety remained, possibly keeping him pre-
occupied with trying to solve this conflict. It is signifi-
cant that when he became psychotic, he expressed concern over
masturbation.
D. C.'s father did not understand him or know how to treat
him, except to insist on the maintenance of standards of a-
chlevement. D. C. did get good grades at school, possibly in
an effort to live up to his father's demands. However, the
father was so aggressive, rigid and frightening that D. C.
probably had little wish to be like him, and if anything, re-
acted in the opposite direction. The family recognized his
"difference" and accepted it. In fact they adapted their
lives to it by acting as a buffer between D. C. and reality
situations. The world was made to impinge less sharply upon
him, and his natural Inclination to center on Internal exist-
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ance wag given free rein.
Comparing D. C.’s pre-morbid and morbid personality pro-
files, the tendency toward being "shut in" which is evid.ent
in the pre-morbid profile is not consistently accentuated In
the morbid profile. Thirteen of the twenty-two functions in
the morbid profile show opposing trends to those in the pre-
morbid one, and only twelve of the twenty-two functions fall
on the centripetal side of the scale.
--
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Psychoneurosis
A. Z. is a twenty-one year old single white male, the
elder of two siblings. He was an illegitimate child and was
boarded immediately after birth. Little is known of A. Z.'s
natural parents. His mother and father were married - during
the mother's second pregnancy. The father deserted shortly
thereafter and was reputedly alcoholic. He never attempted to
contact a. Z. The mother died, cause unknown, when a. Z. was
eight years old. The natural cultural background was French-
Irish.
A. Z.'s foster father was born in Novia Scotia and came
to this country as a young man. He worked in mills and sup-
ported his family on a marginal level. The foster father de-
veloped canoer of the mouth, and after a long illness, died
while the boy was in service. The foster father seemed to
have a shadowy personality, and it is likely that the foster
mother was the dominant person in the household.
The foster mother is an active, talkative, aggressive
woman who tends to be somewhat domineering. She has a duodenal
ulcer and gets much satisfaction from the additional attention
paid to her by her foster children who help watch her diet.
i
She has been a foster mother for a social agency in town for
thirty years and has cared for one hundred children, about
five or six being in the home at one time. She prefers to
raise the children without interference, and she is unable to
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work cooperatively with the social workers. She has never
found children difficult to handle and is exceptionally soli-
citous of their health. There is a forty year old male boarder
in the home who has heart trouble. He spends most of his time
in his room.
A. Z.'s only sibling is a brother one year younger than he
is, who lived with the mother until her death. At that time
he, toe, was placed in the foster home. He stayed four years
and then went to live with an uncle at the insistence of the
foster mother who did not wish to keep him any longer because
he was ’’too independent", not telling her where he went, etc.
She also felt there was much hostility between a. Z. and this
brother.
A. Z.’s birth was normal and he was immediately placed in
the foster home. The foster mother was a friend of the family
and never received remuneration for caring for him. A. Z. was
completely toilet trained at a year and a half, and was a par-
ticularly neat and clean baby. He began to walk at two years
of age, and was bow-legged at first. The foster mother says
she corrected this by continually rubbing his legs with oil.
He was quiet and obedient and it was never necessary to dis-
cipline him. He was very affectionate and always wanted to be
hugged and kissed.
a. Z. attended grammar school and was graduated at fifteen
years of age, having repeated one grade. Generally his marks
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*were fair, but he didn’t seem to enjoy school. He was a quiet,
reserved child who never got into mischief. He did not mingle
freely with the other children, choosing only "nice" boys as
friends. This was true of his relations with the other chil-
dren in the foster home.
He went to high school for two years before entering ser-
vice. He returned to high school after discharge, and is com-
pleting the course. He hopes to attend college although he
rarely studies and just manages to pass in his subjects. Since
starting high school, A. Z. has worked doing odd jobs after
school hours to earn pocket money. At present he is a general
handiman in a department store.
He is a Catholic and attends church regularly. This is
also the religion of the foster mother.
He enlisted in the Army and served three years as a mech-
anic. He attended technical school for eight months while in
>
the service. He was overseas in the European Theater of Opera-
tions one yes.r and attained the rank of corporal. He was
honorably discharged at the convenience of the government.
While overseas he developed, cramps and pains in his stom-
ach that lasted for a d»y or two at a time p*nd recurred fre-
quently. After discharge he consulted a private physician who
referred him to the Worcester City Hospital Psychosomatic Cli-
nic. The referring physician felt the symptoms were the re-
sult of suppressed anxiety and dependency needs, occurring
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when A. Z. was in difficulty with authority. He is being
treated at the out-patient clinic having been diagnosed Psycho-
neurosis
.
A. Z.'s pre-raorbid personality profile is similar to the
average cf the Psychoneurotic group, although it is more ex-
aggerated in some aspects. The dominant trend is toward the
centripetal or inward side of the scale. Two functions are in
the ’’normal" range and three fall on the centrifugal side of
the scale. (See Figure 9, p. ^*0
A. Z. was born with the stigma of illegitimacy and grew
up in a foster home. Comparison with his own brother, who
seemed to be more accepted by his natural parents, probably
increased A. Z.’s feelings of rejection. This damaging ex-
perience is such that it remains with the individual through-
out life, fostering feelings of difference and inferiority.
A. Z. did not have the security of "own" parents, and the com-
ing and going of foster children in the home would further
accentuate the seeming vagaries of fortune.
Having many foster siblings with whom to compete, A. Z.
was probably unable to form a satisfying, close relationship
with either of the foster parents. Neatness, quietness, and
submission were qualities which were praised in the home. With
children coming and going, and usually five or six in the home
at a time, the foster mother was grateful that A. Z. was no
problem and demanded so little of her time.
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FIGURE 9.
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.*Jhat may be a most significant influence In a. Z.’s forma
tive years is the emphasis that was placed on illness in the
foster home. The foster mother’s ulcer and dieting, the fos-
ter fathei's long illness, the heart condition anc semi-in-
validism of the boarder, the leg rubbing, and the foster moth-
er's over-concern with the health of the children. This may
have served as conditioning for somatic expression of con-
flicts, intensifying his natural tendencies in this direction.
The gratifications (secondary gain) attendant upon ill health
seemed especially marked in this household.
The tendency toward the centripetal side of the Rating
Scale in A. Z.'s pre-morbid personality profile is accentuated
in his morbid profile. Three ratings are within the ’’normal”
range, and five functions are on the centrifugal side in the
morbid profile. In the group average, and in both A. Z.’s pre
morbid and morbid profiles, there Is a vide variation from
’’normal" in regard to self-observation leading into hypochon-
driasis and in feelings of inferiority extending into self-
accusation and somatic delusion.
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CHAPTER 4
SUMMARY AND CONCLUSIONS
In examining the social histories in the cases selected
for this study, it was found that there was an average of ten
sources of information per history in the Manic-Depressive and
Schizophrenic groups, and three Informants in the Psychoneu-
rotlc group. Because of this the data in the former two groups
was considered more valid than that of the latter.
For five of the functions to he rated, there were speci-
fic references found in all the social histories. Three other
functions seemed to he commented upon only if there was some
disturbance beyond "normal” limits. The remaining fourteen
items were rated on the basis of inference from material on
behavior, the individual’s quoted statements, lay comments,
and consultation with the social worker who had done the in-
vestigation and written the history. The social worker fre-
quently had detailed information about a function which she
did not include in the write-up of the social history because
It did not seem significant e.g. Appearance. Those functions
which have to be rated by inference, such as Mood., Affect, etc.,
could, be more accurately evaluated by the worker whose case it
was, and probably these estimations would be more precise if
done at the time of compiling the social histories. From this
study it is evident that the data needed to form the base line,
or pre-morbid personality profile, on the Psychiatric Rating
-.
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Scale could "be secured from the social history information.
Because the accuracy of the ratings depends on the quantity
quality of the social history data, improvements and re-
finements in obtaining and recording this data are of consi-
derable importance. It must be remembered that in only two
cases used in this study was the social history material
gathered with the Psychiatric Rating Scale in mind.
A comparison between the ratings of the writer and those
of the psychiatric case work supervisor, in which few major
deviations occurred, indicates that workers could be trained
in the use of the Rating Scale. Agreement as to the meaning
of terms, bases for interpretation, and principles of behavior,
followed by supervised experience, was the method used in this
study to acquaint the writer with the use of the Rating Scale.
By this means it would be possible to express, in quantitative
terms, descriptive social history information and construct the;
prs-morbid personality profile of an individual to form the
base line on the Psychiatric Rating Scale.
The group pre-morbid profile was drawn up on the basis of
the arithmetic average of the ratings of the ten cases which
comprised the group. Because of the small number of cases used
and the f^ct that the extremes of the range of ratings was not
marked, the arlth etic — g€ was considered to yield a fairly
accurate, non-distorted profile for the group. The average
profile is admittedly a theoretical picture, for the unique-
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ness of the Individual and his variation from any "average" or
"norm" is a basic concept which is recognized In this study.
Analysis of the three group profiles showed that differ-
ences occurred in sixteen functions. In five of the functions
there were differences between all three of the groups, in
eleven functions between two of the groups. There were no
marked differences between the pre-morbid group profiles in
the remaining six items of the scale. Cn the basis of this
study it cannot be determined xtfhether this is caused by lack
of sufficient emphasis on these functions in the social his-
tories, data concerning Sleep, Nutrition, Appearance, etc,, or
whether these items definitely do not indicate differences be-
tween these three diagnostic categories. Further study on a
larger number of groups would be necessary to determine whether
these sixteen differentiating functions will consistently yield
a pattern which could then be recognized as specific to a par-
ticular disease entity.
It is impossible to judge an individual on the basis of
one characteristic, the r of one function, because of the
aforementioned wide variety in human beings which is acknow-
ledged in the principle of individual difference. However the
general tendency of the Manic-Depressive group toward the left
hand side of the scale, and the Schizophrenic and Psychoneuro-
1 tic groups toward the right hand side of the scale is con-
cluded to be significant, and valid evidence of existing trends
..
.
.
In these groups. These conclusions are further sJubstJariti Lted
by comparison with the literature in this field. (See p. 26.)
These general tendencies of the three groups are indica-
tive of specific problems with which the social worker would
have to deal. For example, the worker would have to plan,
whenever possible, a daily routine for the Schizophrenic in
which he would receive the optimal amount of stimulation to
cooperate with other people and receive ample satisfaction from
sharing experiences with other human beings. The worker would
attempt to Increase, wherever possible, the gratifications
available in the reality situation of the individual to counter-
balance the Schizophrenic tendency to find pleasure exclusively
in his fantasy world. The same type of thoughtful planning on
the part of the worker would be indicated to curb the out-going
Manic-Depressive and the tendency of the Psychoneurotic to
solve conflicts through bodily expression.
The Psychoneurotic group profile clings somewhat closer to
the baseline than the Schizophrenic group profile, with the
exception of the functions; Feeling, Perception, Thought Pro-
cesses, Subjective Reorganization and Insight, in which they
vary more from the '’normal” than the Schizophrenics. This
seems significant and suggests the possibility that the Psy-
choneurotics have a first line of defense against psychosis
in the tendency to express emotional conflicts through a change
in body function.
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‘... the body la the represc tative of reality and
all changes in its functions caused by emotions are,
bo some extent, a departure from reality.... tnls
departure depends on the inner need to find in ir-
reality the fulfillment of wishes which are frus-
trated in reality.
This "escape into illness" as necessary for the mental
health of certain individuals has been discussed in the liter-
ature, but no definite conclusions have yet been reached as to
the validity of the supposition that the conversion of emo-
tional conflicts into a bodily expression is a primary defense
against psychosis.
Discussing the background of the individual cases pre-
sented to represent the three major diagnostic catee-ories,
it was evident in all three cases that the environment hap-
per.ed to be such that it tended to stimulate the weaknesses
that existed, in the original personality. The naturally out-
reaching Manic-Depressive was confronted by a series of com-
plicated reality adjustments which necessitated an intense
focus on practical matters of daily existence. Action was
demanded and rewarded. The "dreamy" Schizophrenic was sur-
rounded by a family who built a. wall around him and his inner
world of existence which did not permit the light of the outer,
reality world to penetrate and stimulate him to more action
and participation. The Psychoneurotic lived in a home where
- - - — - -
-^Felix Deutsch, M. D., Social Service and Psychoso-
matic Medicine
, p. 7*
....
.
'
i
.
.
.
.
illness was made mu^n of, »nd the gratifications to be derived
therefrom were much in evidence.
From these three cases, the suggestion that the impact of
the environment on the original personality intensified the
weaknesses which already existed, rather than strengthening
them, is so clearly demonstrated that it is almost "too good
to be true”. On the basis of only three cases, a specific
role in accentuating the susceptibility of a type of person-
ality to the development of a particular disease cannot de-
finitely be ascribed to the social milieu, although it seems
logical to consider that such a relationship may exist.
The morbid personality profile seemed to be an accentua-
tion of the pre-morbid personality profile in the Manlc-De-
pressive and Psychoneurotic cases. In the Schizophrenic case
the morbid profile showed some opposing trends. On the basis
of this study, we cannot conclude that the morbid personality
is simply an exaggeration of the pre-morbid personality
The pre-morbid profile in each of these cases was similar
to, but not identical with, the group profile. Further study
: on a large number of cases would be necessary to establish de-
*
finitely the typical profile for each diagnostic category.
Having obtained this characteristic profile, comparisons could
be made with an individual's pre-morbid personality profile
which would aid in diagnosis, treatment, and prognosis. This
would be an adjunct, and would net replace the descriptions in
./
\
.
.
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the social history which are now used for these purposes.
The social worker who is aware of the implications of a
particular personality profile should he better able to work
out a successful plan for the rehabilitation of the individual.
Understanding a person’s susceptibility to external influences,
for example, an effort would be made to place him at a. job
where these pressures would be at a minimum. Being aware of a
person’s tendency toward inaction, he would be placed in family
care, rather than permitted to live in a rooming house where
the atmosphere tends to be impersonal and the relationships
superficial.
It would seem that the use of the Psychiatric Rating Scale
could benefit both social worker and psychiatrist by pointing
up factors and relationships which might be overlooked or less
clearly perceived. Until fairly recently the social worker has
been primarily concerned with the "culture”, and the psychia-
trist has tended in the direction of a more or less exclusive
Interest in "personality".
For a long time social scientists and
social reformers alike had been aware of ex-
ternal or overt causes of distress, such as
poverty, disease, unemployment, and also of
inner and more personal causes of unhappi-
ness and unadjustment . Eut the latter were
often approached as if they were separate
planetary systems, instead of two arcs of
the same circle. The relation of one to
the other was little understood. To be a
practitioner in the field of emotional dis-
turbances calls not only for intimate know-
ledge of the personality but also for know-
.1
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ledge of the Interplay of social, econo-
mic, and cultural forces.
It has been emphasized throughout this study that the use
of the rating scale does not supplant the essay type of record-
ing new used. An evaluation of characteristics can supplement
hut can never replace the presentation of the personality
"Gestalt "
.
There is something of a dilemma ... in
psychiatry ... there are emphases, indisput-
ably two aspects of the same knowledge, which
are' as yet imperfectly reconciled. One is
the traditional clinical concept that emo-
tional disturbance is an "illness " with known
symptomatology, the other the concept of the
disturbed, person and his d.ifficulties in func-
tioning or adapting to the world around him.
As soon 3.s symptoms are isolated it is sug-
gested that attention should be given to that
particular configuration and its etiology.
Yet the "illness" must be understood within
the context of the whole person, of the family,
and the social milieu. Thus, the functioning
of the total personality, its strengths, its
social and egc patterns, the defenses and
other adaptations to reality, becomes dominant
in the evaluation of the case as a whole.
3
The Rating Scale discussed throughout this study was de-
vised as an attempt at quantitative recording to make possible
correlations with physiological and. biochemical findings, and
is by no means in its final form.
Finally, we recognize that our descrip-
tive terms may be subject to criticism on
semantic or other grounds. We wish to
£ lord.on Hamilton, Psychotherapy in Child Guidanc e , P
.•J
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emphasize that they are merely aids to locat-
ing the point which determines our estimate
of the quantity and direction of the pathology/'
^William Malamud., M. D.
,
and Sidney L. Sands, M. D.
,
"A Revision of the Psychiatric Rating Scale", The American
Journal of Psychiatry
, 104:23?, October, 1?-?.

CHAPTER 5
RECOMMENDATIONS
In this study it is recognized that if the Rating Scale
technique is to he used, more specific information i rom a
variety of sources is a. "must". Improvements and refinements
may he made in the methods of obtaining and recording of social
history information. The part on personality in the social
history form now in use (See Appendix A, D. 3. p.60.! may he
expanded
.
Suggestions as to types of questions particularly
useful in eliciting this kind of information may he amplified.
A separate schedule for the Rating Scale functions may he com-
posed, which the social worker can fill in as she secures data.
Some sort of orientation may he planned for new workers unfami-
liar with the scale so that they may he come in
inert as to the meaning of the terms used and the principles
involved.
Suggestions for many studies can he found in the course
of this one. Work could he done on correlating the ratings of
independent observers, cn a greater number of cases to estab-
lish more conclusively a group profile, on the weighting of
functions of the scale in relation to their importance in a
particular disease entity, on the influence of environment on
personality, and further study comparing pre-morbid and morbid
personality profiles.
A change in the Rating Scale is already in the process of
..
. . .
.
,
.
.
- .
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be inc made as a result of this study. Tlie psychiatrists on t.-C
Research Service of the Worcester State Hospital are working to
make "base line" terms, those to each side of zero, more In-
clusive so that the premorbid profile would tend to falx closer
to the base line than is possible when using the present term-
inology.
Approved
Richard K. Conant
Dean
..
.
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APPENDIX a
Social History Form
I
.
Sources of Information
A. Name; address; telephone number; relationship to
patient; how interviewed (letter, personal inter-
view, telephone, etc-.).
E. Length and intimacy of relationship with patient.
C. Evaluation of reliability and adequacy of Informa-
tion.
II. Circumstances Leading' to Referr; I
A. Circumstances directly leading to admission.
B. Onset of the present illness in detail.
C. In what way has the patient become a social problem?
Ill
.
Family History
A. Paternal Relatives
1. Parents
2. Siblings
B. Maternal Relatives
1. Parents
2. Siblings
Give in as complete detail as possible: 1) names; addresses
if living; causes of death; 2) any chronic or serious illness,
especially nervous or mental diseases; 3) details of socio-
economic background (get as much specific identifying data as
possible rc age, ordinal position, education, occupation, per-
sonality, etc.).
C. Parents
1. Father: name, age or cause of death; complete
description of early life, occupation,
marriage, relationships with patient
and other members of family; health;
personality.
..
*
.
2. Mother: same as above.
Parental adjustment.
3. Sib_ ings: C plete inform tlon, espe< ' 11y re-
lationships with patient; note loss
of siblings (death or marriage) and
effect on patient.
D. General statement of family's cultural and social
background and position in community.
IV. Personal History
A. Pre-natal and Birth: Mother* s health, psychological
status and family circumstances
during pregnancy; details of
delivery.
E. Infancy and Pre- school Period
1. Developmental: age of weaning, walking, talking,
toilet training, emphasis of
parents' attitudes and patient's
reactions to these.
2. Medical History and early neuroticisms (night-
mares, enuresis, nail-biting, tantrums, etc.).
3. Unusual or significant emotional experiences.
b. Relationships with parents and siblings.
5. Early personality.
C. Childhood and Adolescence
1. Medical history including development of any
neurotic traits.
2. Reactions to entrance into elementary school,
high school.
3. Reaction to birth of younger siblings, adjust-
ment to changing family relationships
.
Age of onset of puberty; psychological reactions;
sexual interests; parents' attitudes.
•-
I
« 1 .-
I
.
*
.
5. Habits; sle aping, eating, appearance, gestures
and expression, speech, sex.
6
.
7.
Choice of friends and associates:
strlcted, own or apposite sex.
normal, re-
Personality development during this period (see
T> O'
Adulthood
1. Emancipation from family: economically, psycho-
logically.
2. Choice of friends and associates; recreational
interests
.
3. Personality: Pay particular attention to appear-
ance (neat cr careless); motor activity and ges-
ture (was patient active or quiet and restrained?
)
was he felxible, adaptable or rigid and stub-
born? was he aggressive or self-effacing? (leader
or follower) did he like people and react well to
them or was he withdrawn and introverted; was he
able to concentrate easily or was he easily dis-
tract ible? did he have any special interests?
what was his attitude toward his work-interested
or indifferent? was he a cheerful, optimistic
person or a worrier, inclined to be blue and
pessimistic? was he sensitive or " thick-skinned"?
was he emotionally reserved or demonstrative?
did he take blame on himself or tend to shift it
to others? was he careful in his reasoning, cri-
tical toward himself and others or shallow and
superficial? his reactions to problems; was he
inclined to under or over-estimate them? did he
remember things well - in detail or in a more
general way?
4. Habits: sleeping, eating, talking (voluble,
short and to the point).
5. Was there at any time a change in his person-
ality? Why?
Involutional and Old Age
1. Onset of climacterium - patient's reaction to
this
.
,. : :
'
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2. Medical History: including operations or ill-
nesses. G-et definite data.
3. Significant or unusual emotional experiences
(particularly loos of part of body, member of
family, home, Job, etc.).
4. Effect of age on employment, recreation, familj
set-up. (Change of status.)
5. Personality (change or exaggeration of certain
traits )
.
Social Adjustment - Adjustment in Society
A. Education
1. Academic record (school reports, etc.).
2. Special interests, abilities, weakness, reaction
to success and failure, reaction to authority.
3. Relationship with teachers, other pupils; parti-
cipation in school activities and extra-curricu-
lar activities.
4. Personality as evaluated by schoolmates and
teachers
.
E. Employment
1. When began first Job; part-time, summers?
2. What Jobs specifically has he held (dates, wages,
kind of work)?
3. Relationship toward employer? fellow worker?
4. Attitudes toward work: specific and general re-
action to success and failure.
5. Discuss employment curve during patient's working
life.
C. Religion
1. Denomination : name of church and minister.
2. More interested in religious or social aspects?
Hote any change during lifetime.
.*
_
3. Relation to minister and his evaluation of pa-
tient.
Emigration and Settlement
1. Dates, places from which emigrated.
2. Emphasize ease of adjustment from old group to
new one
.
a. Old attitudes and customs retained.
b. Attitude toward new customs, mores, etc.
3. How related to the concept of "marginallty” ; was
the period prolonged.
Military History
1. Dates of entrance and discharge; company, posi-
tion, reason for discharge.
2. Attitude toward military service; problems of re-
adjustment to civilian life.
Delinquencies or Court Record
1. Record of offense, penalties, etc.
2. Evaluation of apparent cause of these conflicts
with the authorities.
3. Relation of difficulties to home, school, com-
munity.
Marital History
1. Date of marriage (s); spouse (s); separated or
divorced?
2. Description of spouse; background, personality,
etc.
3. Give full description of patient’s role in
family group.
a. Attitude toward children; spouse; definition
of their roles in the family group.
.
b. Attitude toward parental family group as re-
lated to marital one.
V. Sexual adjustment.
VI. Present Maladjustment
A. attitudes of family toward hospitalization.
E. Attitudes of others toward hospitalization.
C. Problems created in family and other groups by pre-
sent illness.
BOSTON UNIVERSITY
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APPENDIX B
PSYCHIATRIC RATING- SCALE

neat
Function 7 5
Appearance bizarre decorative over-
meticulous
Motor
Activity
Mimetic
Expression
f
excited
bizarre gss
tures , man-
nerisms .
agitated
1 pcoturiz-
ing
restless
exaggerated
Re spans i-
vity
sticky over-
dependent
suggestible
Aggressive-
ness
destructive combative belligerent
Socializa-
tion
unrestrained meddlesome out -re ach-
ing
Nutrition omniphagic voracious gluttonous
Sexuality sexually
assaultive
sexually
soliciting
sexually
overact ive
Sleep
severe
insomnia
moderate
insomnia
restless
sleep
Work
disruptive scattered over-active
active
animated
flexible
dominating
extraverted
|
indulgent
sexually
alive
light
eager
uncontrolledmarkedly moderately alert
Attention scatter dis tractible distractihle
Awareness
confused scattered
disoriented
superficial diffuse
Speech
incessantly
productive
push of
speech
over-
talkative
voluble
Associa- irrelevant flight tangential circum-
tions stantial
Mood
exhilirated euphoric enthusi-
astic
optimistic
Affect spontaneousoutbursts
explosively
reactive
labile demonstra-
t ive
Feeling
panic anxiety-
guilt
tense-
irritable
hyper-
sensitive
Perception
hallucina-
t ions
illusions
r-seudo-hal-
lucinations
exaggerated^,intensity of
perceptions
loose
extero-
ceptive
Thought fragmented alogical shallow
Processes
Sub 1 e ct ive
ifggl
_Memory
Insight
oosm3 Lelug is of s oi . jec
sion grandeur and. f-.uence-.au^
omnipotence persecution
confabula- fabrication obsessively detailed
tion !
__
_
reminiscent
^rc^lem
11 ^
*-reiy 1ex?‘er-Te§av;itfiout'
nal origin concern problem.
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v. ;
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o4 <
careless • slovenly
quiet
restrained
under-
active
retarded.
rigid stubborn
self-effac-
ing
self-depre-
cating
introverted shut-in
finicky anorexia
der-active,latent , nomd-
sexuality
homosexual
passive
he avy somnolent
indifferent
_ ... _ . .
.
disin-
terested
detached preoccupied
restricted deperson-
alization
terse under-
talkative
concise brief
pesslmis-
tic.
. .
somber
reserved inadequate
hypo-sensi-
t lvs
phlegmatic
6 7
smearing
retarded stuporous
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resistive : negativis-
tic
self-mutila- suicidal
tive
isolated
re fu s a 1
inaccessible
tube fed
en
on
lethargic
re
comatose
resistive ¥?capacitated
disparative : completely
withdrawn
cloudy unconscious
retarded un- mute
titfe
impover- blocked
ished
despondent deeply
depressed-
bland inappro-
priate
"dull apathetic.
-nc—
ccnyeivatlcns and XTX
awarene s s IP^id^M|iWaiis
critical ration&liza- obsessive
w
obsessive
tlon fe^s-eplit- doubt
^ rterospec- feelings of
tive
generalized mildly de- severely
fective defective
[Ei s
ffjf-|g£usa- HThllisi
inferiority creTuero0!? tl0
amnesia
over-evalua- fVSSr£pP2SJ"|
^
9
1
self hopelessness
tlon exlRtent 11011
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SCHEDULE
Continued..
Family
Back-
ground
t nrmp BcllOOl iid-riome iustment
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tual Level
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Hospital-
x zat ion
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APPENDIX D
RATING-
Category 7 £ £ 4 c i X .4 x
- ^
3
.4—4 -7
Appearance i
i
Motor Activity
—
. f
»
i
Mimetic
Kxnression
i
i
xtesponsivity
t
i
i
Aggressiveness
i
r
1
i
. _4
Socialization i
i
Nutrition •
i
Sexuality i
i
Sleep i
i
Work i
i
|_ _4_
Attention i
1
'
awareness
T
i
1
Speech
1
1
1
Associations
‘
i
1
1
Mood 1
|
Affect
r~
i
Feeling i
i
i
Perception 1
i
.
i
.
Thought
Processes
|
i
Subjective
i
1
Memory i
i
Insight
_
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